Objective: To analyse the differences in family functioning and socioeconomic status between subjects with disorders of eating behaviour and the healthy population, considering the possible relationship of these factors with the psychic characteristics of patients, with consumption of various substances, and with sexual practices. Design: Case-control study. Setting: 'Puerta del Mar' University Hospital (Andalusia, Spain). Subjects: Conducted on a sample of 120 patients with AN and BN, and 240 controls with an identical distribution by age and sex. Interventions: SCOFF, eating disorder inventory (EDI), Apgar family and socioeconomic questionnaires are utilised. Results: Patients with disorders of eating behaviour present greater family dysfunctioning than controls; among cases, this difference is greater in the acute forms, but there are no differences between recent situations or crises due to previous episodes. Family dysfunction is associated with higher scores of multiple subscales of the EDI, which is corroborated on analysing each of the Apgar parameters independently. Family functioning is not associated with other variables such as breast-feeding or consumption of toxic substances. Socioeconomic status does not differentiate cases from controls, or acute situations from evolving ones, or new episodes from other crisis episodes, although differences may be found in the psychic manifestations according to social class. Conclusions: It is confirmed that family functioning has an influence in these types of disorder, in their evolution and in the psychic characteristics of the patients, without any evidence being found of a relationship between these disorders and socioeconomic status.
Introduction
In recent years, disorders of eating behaviour (DEB) have acquired considerable social resonance, both because of their gravity and the increase in the incidence (8.2 Â 10 5 for AN, to the end of the 1990s) and prevalence (4.68 Â 10 5 ) of these disorders, and the emergence of DEB at increasingly younger ages, with their maximum presentation occurring between 12 and 25 years of age, and with a clear predominance among females (85-95%).
(Rodriguez Martin et al, 1999; Rodriguez Martin & Ruiz Jimenez, 2001) .
The aetiology of these diseases is multicausal. Among the predisposing factors, family influence and socio-cultural factors, including socioeconomic status (SES), are notable.
Several authors (Dare & Key, 1999; Laliberte et al, 1999; Robin et al, 1999; Birch & Davison, 2001 ; Lemmon & Josephson, 2001; Rodriguez Martin & Ruiz Jimenez, 2001) argue comprehensively that the family environment has an important influence in the aetiology of these processes, principally in the case of the purgative or bulimic disorders (Pantano et al, 1997; Kuba & Harris, 2001; McDermott et al, 2002) , with a close relationship being established between the family functioning and disorders of affectivity, personality disturbances, situations of anxiety and other psychiatric disorders, all of which are commonly present in DEB, together with increased consumption of drugs or other toxic substances (Fornari et al, 1999; Kendler, 2001; HerpertzDahlmann et al, 2001) .
In respect of the influence of SES on DEB, a wide range of different opinions can be found. While some authors (McClelland & Crisp, 2001; Johnson et al, 2002) defend the association between them, others (Tsai, 2000; ZonnevijlleBender et al, 2002) do not find this association so clear, and maintain that possibly it is cultural differences that interact most relevantly (McClelland & Crisp, 2001 ). For some authors, the relationship between SES and DEB corresponds to a stereotype that is still not sufficiently proven, more particularly in the case of anorexia nervosa; rather differently, the relationship between low SES and BN is more accepted, in particular as a predisposing factor (Gard & Freeman, 1996) .
Other studies demonstrate the existence of a relationship between SES and the practice of poor eating habits; however, this association is not maintained when patients with diagnostic criteria of DEB are studied (Rogers et al, 1997) .
The absence of quantitative evaluation in this respect, in our own community, has been the motive for conducting the present study, with the following objectives:
(1) To analyse the association between family functioning, SES and the presentation of DEB, together with variations in the presence of symptoms. (2) To study the relationship between the functional characteristics of the family, SES and the psychological characteristics of patients with AN and BN.
Material and methods
A case-control study was conducted in adolescents and young adults of the province of Cádiz. A case is defined as any person aged between 12 and 40 y of the province of Cádiz, diagnosed as suffering AN and/or BN, according to the criteria established by the DSM-IV (Pichat, 1995) . The mixed forms may be categorised as either a basic condition of AN in which bulimic outbreaks occur, or a condition of BN that leads to AN.
The cases comprise patients with diagnosis of AN and BN, who were attended in the Section of Endocrinology and Clinical Nutrition of the 'Puerta del Mar' University Hospital of Cádiz (reference unit for the province of Cádiz) during the year 2002. The sample includes both in-patient and outpatient cases, both incident and prevalent.
The controls comprise young people with a distribution by age and sex identical to that of the cases. The SCOFF test was utilised (Morgan et al, 1999) to minimise any possible classification bias, all subjects with scores equal to or above 2 being excluded as controls. The sampling was carried out on schoolchildren attending public and private schools, university students, and public administration workers, selected according to the age and sex characteristics.
The statistical design chosen for the calculation of the sample was that of tests of hypotheses for one probability ratio, taking into account that a pairing by sex and age in a proportion of 1:2 had been carried out. Applying the formula of Shlesselman and considering that the percentages of certain factors of exposure influential in these disorders have ranged between 40 and 45%, and for an expected risk of 2.5, the number of cases necessary was 100-104 subjects. Finally, 120 cases were included, against 240 controls.
The instruments utilised in carrying out the study were: (A) The SCOFF Questionnaire. This is highly effective for detecting DEB, and is easy to apply. Being very sensitive, it is employed to exclude as controls any subjects with a high probability of having DEB.
(B) The eating disorder inventory (EDI) evaluates attitudes towards ingestion of foods and associated behaviours; it also has the advantage of being adapted to the Spanish population (Garner et al, 1983) . It has 11 subscales (eight in its original version and three more in Spanish) that describe a set of factors that are important in alterations of eating behaviour:
(1) An impulsive need for slimness. In the analysis of the EDI results, the scores in these various factors have more clinical importance than the total score of the questionnaire. However, it is not a diagnostic instrument. Its principal utility is in the observation and accurate evaluation of certain psychological traits relevant for the understanding and treatment of DEB.
(C) Questionnaire on the functioning of the family from the Apgar family test, taking into account adaptability, cooperation, development, affectivity and capacity for resolution. This determines the degree of satisfaction that the subject perceives with respect to the functioning of their family. The categories are normofunctional families (7-10 points scored), moderately dysfunctional families (4-6 points) and seriously dysfunctional (0-3 points) families (Smilkstein, 1978) .
(D) Socioeconomic assessment of the family utilising the test of García Caballero, which is adjusted to the characteristics of the Spanish population, and completing it presents no great difficulty for Spanish subjects (Broadhead et al, 1983) . Six categories of SES are established with scores ranging between 6 and 36, with the profession of the father, profession of the mother, education of the father, education of the mother, characteristics of the home dwelling and characteristics of the home district being the factors assessed. A low score (o14) corresponding to categories I and II would indicate a low SES; an intermediate score (15-26) would correspond to a low-to-medium (category III) and mediumto-high (category IV) SES, while a score higher than 26 would indicate a high SES.
(E) Clinical record: This records the characteristics and habits of the young person, personal and family antecedents as well as clinical data, treatment and monitoring of the patients.
The questionnaires were self-administered, with the patients being called in groups of 6-8. The data relating to current treatments and clinical situation (acute-recent or crisis-and in evolution) were obtained from the clinical histories of the hospital, with the consent of the patients; in the case of patients below 18 y of age, authorisation was requested from parents or tutors for their participation in the study.
All the patients and the controls were weighed and measured for height by the same personnel and instruments.
All 
Results
In total, 120 cases and 240 controls paired by sex and age have been studied. Of the 120 cases, 111 (92.5%) were females and nine (7.5%) were males, and the controls in identical proportion, 222 being females and 18 males. The mean age for both cases and controls was 21.65 y, with a standard deviation of 5.77. Although it is in the 15-20-yearold age group that these disorders predominate, it can be observed that almost 25% of the patients in our sample are aged more than 25 y. Table 1 gives some of the general descriptive characteristics of the cases and controls, relating to the educational level, (Table 2) , cases and controls being equal in age and sex distribution, they differ as one would expect in weight and BMI; marked differences are also observed between anorexic and bulimic patients, and between these and the controls. In relation to the family functioning measured by the Apgar family test, significant differences exist between cases and controls, with more severe dysfunctioning being appreciated in patients with AN and BN, compared with controls. The association between DEB and family dysfunction was adjusted by SES and lifestyle variables; for moderate dysfunction the OR was 2.94 (95% CI 1.59-5.42); and 8.45 for serious dysfunctions (95% CI 2.77-25.7). In general, the family is found to be very functional in 85% of the controls, against 70.8% of the cases (Figure 1 ). These differences could be attributed to the differences in distribution regarding SES; however, when the Apgar family test data are adjusted for SES, the differences between cases and controls are maintained.
These differences in the family functioning between cases and controls persist, even when considering each of the parameters of the Apgar independently, such as satisfaction with the assistance received from the family, the discussion of matters of common concern, the acceptance of new activities or changes in the lifestyle and demonstration of family affection or feelings.
If we focus exclusively on the cases of AN and BN and we differentiate them clinically into acute forms (striking clinical manifestations according to the DSM-IV, with a duration of less than 2 months) (1) or in evolution (of more than 2 months), more severe family dysfunctioning is observed in the acute cases, compared with those that proceed in an evolutionary way (P¼0.024). But in contrast, this finding among the acute forms is not seen when comparing a recent situation of new diagnosis with a crisis occurring within an already diagnosed process.
Trying to establish a possible relationship between the family functioning and various psychological characteristics presented by the patients with AN and BN and that are identified in the EDI, such as obsession with slimness, bulimia, corporal dissatisfaction, ineffectiveness, perfectionism, interpersonal distrust, interoceptive awareness, fear of maturity, asceticism, impulsiveness and social insecurity, we find that the more functional families have low scores in the different parameters of the EDI, while the opposite situation is observed when the family dysfunction is serious. These differences are obtained especially in the parameters relating to corporal dissatisfaction, ineffectiveness, perfectionism, impulsiveness, interpersonal distrust and social insecurity (Table 3) .
Relating individually each of the parameters of the Apgar with the different variables recorded using the EDI (Table 4) , it can be observed how a reduced satisfaction with assistance received from the family tends to be associated with obsession with slimness, bulimia, corporal dissatisfaction, direct ineffectiveness, interpersonal distrust, interoceptive awareness, impulsiveness and social insecurity.
With respect to discussion in the family on matters of common concern, this tends to be associated with corporal dissatisfaction, ineffectiveness, interpersonal distrust, interoceptive awareness, impulsiveness and social insecurity.
Family acceptance of new activities tends to be associated with corporal dissatisfaction, ineffectiveness, perfectionism, interpersonal distrust, interoceptive awareness, impulsiveness and social insecurity.
In relation to manifestations of familiar affection and feelings, these seem to be associated with obsession with slimness, corporal dissatisfaction, ineffectiveness, perfectionism, interoceptive awareness, impulsiveness and social insecurity.
Finally, the time dedicated to family is associated with interpersonal distrust, fear of maturity and social insecurity.
In contrast to what one would expect, significant differences have not been found when relating the family functioning to whether the subject had or had not been breast-fed as a baby, or to the consumption of larger quantities of alcohol, tobacco and other toxic substances. When considering the practice of sexual relations by patients Influence of family and SES in DEB A Rodríguez Martín et al with AN and BN, it is observed that, in those patients who were not practicing such relations, the family functioning is greater, but significant differences were not found in considering whether or not these sexual relations were reported as satisfactory. Similarly, no association has been found between the family functioning and the appearance of psychiatric pathology, such as depression, anxiety, phobias, personality disorders or others, among patients with DEB.
In respect of the socioeconomic characteristics identified from the test of García Caballero, significant differences have not been observed in the distribution of cases and controls by SES, although more cases fall into the middle (status III: 41%) and upper categories (status V: 12%) compared with the controls (32 and 5%, respectively) (Figure 2) . The AN and the mixed forms appear to be predominant in the higher SES categories, whereas bulimia is distributed more uniformly across all SES categories.
No association has been found between the psychological characteristics of the patients with AN and BN (recorded using the EDI and previously mentioned) and the SES of these patients. Neither has any relationship been observed between SES, and consumption of alcohol, tobacco, other toxic substances and their reported sexual practice or abstinence.
Discussion
Many studies have been conducted in Spain on patients with Anorexia Nervosa and Bulimia Nervosa, but there are very few references in the bibliography to the assessment of the influence of family factors and SES in these DEB. This lack of study was the motivation for the work presented here, in which a comparison is made between a collective of patients with DEB (cases), and a group of healthy subjects without these pathologies (controls). The demographic characteristics found in our patients are very similar to those described by several other authors (Mijan de la Torre & Velasco Vallejo, 1999; Rodriguez Martin et al, 1999; Rodriguez Martin & Ruiz Jimenez, 2001 ), these disorders largely affecting adolescents and young adults, principally females, and those with higher educational levels.
Considering the family functioning according to the results obtained from the Apgar family test that determines the degree of satisfaction that the subject perceives with respect to the functioning of their family, it is confirmed that a clear relationship exists between this variable and the presence of DEB. This finding is further corroborated by the independent observation of the influence on DEB, attributable to factors such as assistance received from the family, the discussion of matters of common concern, the acceptance of changes of lifestyle, and the demonstration of affection and feelings in the family. These findings would point to the family as a predisposing factor in the aetiology of these pathologies, as concluded in many previous studies (Dare & Key, 1999; Laliberte et al, 1999; Robin et al, 1999; Birch & Davison, 2001; Lemmon & Josephson, 2001; Rodriguez Martin & Ruiz Jimenez, 2001) , with the implication that it is most important to consider the patient's family situation in the therapy of these disorders (Robin et al, 1999; Lemmon & Josephson, 2001) .
In contrast to what one would expect from references made in the studies by several authors (Fornari et al, 1999; Herpertz-Dahlmann et al, 2001; Kendler, 2001 ), a greater consumption of alcohol, tobacco and other toxic substances has not been found in the patients belonging to more dysfunctional families among our patients, nor are psychiatric pathologies such as depression, anxiety, phobias, etc. presented more frequently; on the other hand, more frequent practice of sexual relations has been observed in patients from more dysfunctional families, but without finding any relationship between family functioning and satisfaction with sexual relationships. The explanation for this finding may be that these patients tend to seek more affection and caring feelings within their family relationships.
What should be emphasised, because it is important and because relatively little attention has been given to it in the literature, is the significant relationship established in our study, between the degree of family functioning and various psychological characteristics of the patients suffering in these disorders; it has been observed in a direct way how the family can have a considerable influence on the modification of each of these characteristics, particularly the obsession with slimness, bulimia, corporal dissatisfaction, ineffectiveness, direct interpersonal distrust, interoceptive awareness, impulsiveness, social insecurity and perfectionism.
Several authors (McClelland & Crisp, 2001; Johnson et al, 2002) establish a relationship between SES and DEB. Equally, the SES appears to have an influence on the various habits of the patients with DEB, such as the consumption of alcohol, tobacco, toxic substances, sexual practices, etc. In our study, we have not found an association between the SES of the patient and the different types of eating disorder, nor between SES and differences in the evolution of these processes, nor between SES and different patterns of consumption. Therefore, in the light of our results, we follow the line of conclusions presented in other studies (Tsai, 2000; Kuba & Harris, 2001; ZonnevijlleBender et al, 2002) , in which the cultural rather than the economic aspects of the general family situation in which these patients are living are attributed with having more influence. (Garcia Caballero test) Figure 2 Socioeconomic category of eating disorders patients and controls.
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This means that the assessment of the patient's SES may introduce a bias (McClelland & Crisp, 2001) when it comes to considering therapeutic options that may involve the patient's family (according to their SES), particularly if full consideration is not given to aspects of family functioning or to any pathological family background (Pantano et al, 1997) , factors that have been shown to be related to the psychological characteristics of the patients.
